pation, incomplete evacuation, fecal urgency, losing control of defecation and flatus, pain with bowel movement, constipation or difficulty to evacuate the feces. 5, 6 It is estimated that the lifetime risk of surgery for prolapse or incontinence was 11.1%. Erman reported cases of genital prolapse in M. Jamil Hospital in Padang for five years (1993-1998) was as many as 94 cases. Kemas A. and Fauzi A performed a 4-year study (1999) (2000) (2001) (2002) (2003) reporting 43 cases of uterine prolapse in Moh. Hoesin Hospital, Palembang and based on the degree of uterine prolapse, most patients were grade III (76.74%) followed by grade II (18.60%) and grade I (4.65%). 7, 8 Vaginal hysterectomy is a useful operation that can reduce complaints or symptoms of bowel disorder that usually accompanies uterine prolapse. Miedel et al reported a 1-year follow-up after uterine prolapse surgery in 61 patients with bowel symptoms (difficulty on defecation, fecal incontinence and flatus) in which 75% (95% CI 64-87) experienced a reduction in bowel symptoms. In the follow-up of 5 years, 49 of 61 patients were evaluated and 55.1% (27 of 49 patients) became asymptomatic. 9 Although many literature have discussed the effects of bowel symptoms on women's quality of life but very few data is available on the prevalence of bowel symptoms in patients with grade III-IV uterine prolapse and the effectiveness of surgery in grade III-IV uterine prolapse in reducing or eliminating bowel symptoms.
METHODS
After obtaining approval from the institutional review board at Universitas Sriwijaya, we collected patients who underwent surgery for grade III and IV uterine prolapse with bowel symptoms between July 2011 and December 2012 as target population. The method for sampling was consecutive sampling. Patients who met the inclusion criteria were given explanation of participation in research and signed informed consent.
Our exclusion criteria were diseases related to uterine prolapse as well as pre-existing intestinal disorders such as irritable bowel syndrome, diarrhea, systemic disease such as diabetes mellitus, stroke, previous history of spinal cord injury, and use of estrogen.
All collected samples were interviewed to assess demographic characteristics of the subjects as well as bowel symptoms by using questionnaire from the Australian Pelvic Floor Questionnaire. Gynecologic examination was performed and the classification of uterine prolapsed by POP-Q system was used to establish the degree of uterine prolapse. Subjects were given questionnaires regarding bowel symptoms to assess the various bowel symptoms they feel associated with uterine prolapse grade III-IV. Uterine prolapse surgery was performed by a urogynecologist. Three months after the operation, we repeated the same questionnaire.
The results were then compared using paired ttest to analyze bowel symptoms before and after uterine prolapse grade III-IV surgery. All data were analyzed using statistical data processing program SPSS for Windows version 20.
RESULTS
In this study, 32 of 38 women who underwent surgery for grade III and IV uterine prolapse in the period of July 2011 up to December 2012 met the inclusion criteria.
Distribution of age was mostly in the range of over 60 years, 19 subjects (59.4%) with a mean age of 61.66 8.02 years ( Table 1 ). The Body Mass Index (BMI) of most subjects ranged from 18.5 to 25.0 (84.4%) with a mean of 22.65 2.30.
There were 20 subjects (62.5%) with grande multiparity, 10 subjects (31.3%) with multiparity and 2 subjects (6.3%) were nullipara. A total of 27 subjects (84.4%) had no history of previous illnesses, while the rest of the subjects had previous history of hypertension. All subjects had no history of previous surgery.
The most common degree of uterine prolapse was grade IV in 21 subjects (65.6%) and grade III in 11 subjects (34.4%).
Rectocele degree found in our subjects were grade II (62.5%) followed by grade III (18.8%), grade I (15.6%) and grade IV (3.1%). The most commonly found cystocele degree was grade II in 16 subjects (50.0%).
There were 31 subjects (96.87%) who scored lower constipation symptoms three months after uterine prolapse surgery compared with before surgery with a mean difference of 2.16 0.80 (p<0.001). Only one subject (3.13%) had a constant
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Impact of uterine prolapse surgery 141 score. All of our subjects reported lower flatus incontinence symptom scores three months after uterine prolapse surgery compared with before surgery with a mean difference 1.38 0.09 (p <0.001). In 28 subjects (87.5%) fecal incontinence symptom score was lower three months after uterine prolapse surgery compared with before surgery with a mean difference of 1.63 0.18 (p <0.001), while the remaining four subjects maintained the same score. A total of 26 subjects (81.25%) had lower fecal urgency symptom score three months after uterine prolapse surgery compared with before surgery with a mean difference of 1.28 0.14 (p<0.001), while 6 subjects (18.75%) still had the same score. There were 28 subjects (87.5%) who had lower defecation frequency score after uterine prolapse surgery with a mean difference of 1.19 0.15 (p <0.001). Half of our subjects had lower bowel consistency score three months after uterine prolapse surgery, and the mean difference was 0.57 0.11 (p<0.001), while the rest of the subjects retained the same score.
Almost all of our subjects (93.75%) showed improvements in score for difficulty in emptying the rectum after the surgery compared with before surgery with a mean score of 3.16 1.94 and 6.75 2.64 respectively. Scores for laxative use was also lower after surgery in more than 90% of respondents. The mean difference of laxative use score was 1.53 0.14 (p<0.001). As much as 87.5% of our sample had a lower post-operative frequency defecation disorders score compared with the preoperative score with 1.41 0.15 mean difference (p<0.001)
DISCUSSION
Distribution of age in this study was similar to the incidence of uterine prolapse in research conducted by Hove et al, which reported that women with grade III-IV uterine prolapse were 45-84 years on average. 10 Khan et al reported the median age of women suffering from uterine prolapse was 56 years (range=19-94 years). 11 Nygaard et al reported that uterine prolapse was found in the age of 20-80 years but most cases were found at age 40-59 years. 12 Distribution of age in this study is suitable with the important factors underlying uterine prolapse. With increasing age, the incidence of uterine prolapse would increase as well because the ligaments, pelvic floor muscles, pelvic organs and supporting fascia will be weakened. 13 The distribution of BMI in this study is not much different from the samples in the study by Hove et al, where the BMI was 25.6 kg/m 2 on average. 10 Khan et al reported the median BMI of women with uterine prolapse was 27 kg/m 2 . 11 Nygaard et al reported uterine prolapse were most common at the level of BMI> 30 kg/m 2 followed with BMI<25.0 kg/m 2 . In several studies, uterine prolapse was most often found in the obese patient, which was
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contradictive with the distribution of BMI in this study where the majority had normal BMI. Thus, it can be concluded that in this study BMI is less likely to play a role in the occurrence of uterine prolapse. 13 We found that the most common parity status in our sample was grande-multiparity, in line with reports by Junizaf et al, where the prevalence of uterine prolapse increased with age with a mean age of 60-70 years and parity of more than three. 1 Burrow and Hove reported women with mild (grade I) or moderate (grade II) prolapse might have no complaint. Usually complaints occur after the patient has developed a third of forth degree uterine prolapse. Pelvic organ prolapse can occur due to aging, lack of estrogen and collagen density, obesity, chronic cough and chronic constipation causing weakness of supporting tissue or muscles or a combination of both. Endopelvic fascia weakness causes a protrusion of soft tissue through the vaginal wall. Supporting tissue damage, which was disputed by the endopelvic fascia tissue damage is then produced. Endopelvic fascia weakness also causes trauma of the neural muscles supporting the pelvic floor. 4 Epidemiological studies in the general population conducted by Eva et al reported symptoms of uterine prolapse varying from heavy feeling in the genitals, the need to push the perineum or vagina to help defecation, feeling of something coming out from the vagina, low back pain, cystocele, rectocele, intercourse difficulty, enterocele, until walking difficulties. In uterine prolapse accompanied by rectocele, bowel symptoms like constipation, flatus incontinence, fecal incontinence, fecal urgency, and difficulty emptying the rectum can usually be found. 14 Overall, subjects in this research underwent spinal anesthesia. Spinal anesthesia is often chosen because of its practicality, rapid onset, and better blockade causing its frequent use in obstetric surgeries. Selection of the operation technique was based on the severity of pelvic organ prolapse. Most often, the surgery performed in our study was total vaginal hysterectomy (TVH) because of the ability to conduct anterior colporraphy and colpoperineorraphy at the same time. The main advantage of vaginal hysterectomy is the reduced surgery incision, limiting trauma to the pelvic peritoneum and consequently less risk of hemorrhagic shock and less postoperative pain. 15 Our results are not much different from the study by Ashby et al, who found that about 72% of the sample experienced improvement of symptoms of constipation one year after uterine prolapse surgery, while the rest have persistent symptoms. Meanwhile, Sung et al reported one year after operation of uterine prolapse accompanied by rectocele, approximately 60.6% of patients experienced resolution of constipation symptoms, 22.7% of patients had persistent symptoms, 16.7% of patients experienced a reduction in symptoms. 16 Research conducted by Steinberg et al reported patients with flatus incontinence had a 90% reduction in symptoms six months after uterine prolapse surgery. Patients with flatus incontinence is often accompanied by symptoms of fecal incontinence. 17 The results was not much different from the study by Ashby et al where one year after surgery for uterine prolapse, 92% of patients experienced improvement of fecal incontinence symptoms. In the same study, fecal urgency symptoms were resolved in 54% of patients one year after surgery for uterine prolapse while 26% of patients had persistent symptoms. 16 Sung et al reported that one year after uterine prolapse surgery in patients complicated with rectocele, resolution of symptoms was found in 50% of patients, 23% experienced a reduction in symptoms, 19% had persistent symptoms and 8% de novo. 18 Management of genital prolapse is individualized, especially in those who had complaints and complications, but in general management is comprised into two ways, conservative and operative. 19, 20 In patients with uterine prolapse grade III and IV with bowel symptoms, it is recommended to perform total vaginal hysterectomy and anterior or posterior colporraphy to reduce or eliminate bowel symptoms of constipation, flatus incontinence, fecal incontinence, fecal urgency, difficulty in emptying the rectum, the use of laxatives or symptoms associated with defecation disorders.
Further study is required to examine the effectiveness of different types of surgery in patients with bowel symptoms. This can aid in the consideration of which operating technique can improve and relieve persistent bowel symptoms.
CONCLUSION
Bowel symptoms were found in all patients with uterine prolapse grade III and IV, ranging from constipation, flatus incontinence, fecal incontinence, fecal urgency, frequency of defecation, consistency of bowel movements, symptoms of rectal emptying difficulties, use of laxatives and the frequency of defecation disorders. Uterine prolapse surgery was effective in improving quality of life in uterine prolapse patients with bowel symptoms.
